cyclothymiacs (milder form of bipolar disorder) and adjustment disorder (abnormal reaction to a life stressor). [2] Mood disorder is the most common psychiatric illness in clinical and community settings, and it has a well-established impact on the quality of life and functioning of affected patients. [2] [3] [4] Of all mental illnesses, depression is responsible for >40% of disability-adjusted life years (DALYs). [5] Mood disorder subtypes may differ in their demographic attributes and clinical presentation. In turn, this can affect responses to treatment, and thus requires tailored treatments. [6, 7] Several studies have reported on the clinical features of mood disorder subtypes. [6] However, only few have focused on profiling the demographic features for these disorders, and in those studies, the main focus was only on bipolar and major depressive disorders. [8] [9] [10] In addition, there have been several inconsistencies between the findings of these studies. Some studies found that prevalence of bipolar disorder was higher among single and divorced patients than married patients, whereas other studies found the opposite. [11, 12] Similarly, while most studies suggest that educational level does not have a significant influence on the prevalence of bipolar disorder, a few studies have found high prevalence of bipolar disorder among those with low education levels. [12] Similar inconsistencies were also noted in relation to age and gender among different subtypes of mood disorders. [13] Cultural variations in expressing emotions may also impact patients' symptomatology. [14] Studies have suggested that the demographic profile of patients with mood disorders may vary considerably between Eastern and Western countries because of cultural differences. [15] While studies on Western populations have found that bipolar disorder is associated with younger age and low educational level, [16] studies on Eastern populations did not support these findings. [17] However, there are very limited studies on Eastern communities and usually confined to a specific age group from a country, such as those conducted by Ghanbari Jolfaei et al. and Uddin et al., with the latter only including patients with bipolar disorder. [15, 18, 19] Furthermore, the studies had small sample sizes.
Saudi Arabia is a Middle Eastern country with a unique culture and demographic that differs from that of the Western and other Asian communities. [16, 17] Consequently, it is necessary to study the demographic attributes of mood disorders' subtypes within the Saudi population; however, only a limited number of such studies have been conducted. [20] In fact, most studies that focused on demographic features related to different types of mental illnesses in Saudi Arabia are old and of inadequate quality. [20] Therefore, newer, in-depth, quality studies are required to investigate the demographic attributes of mood disorders' subtypes in the Saudi population.
To the best of the author's knowledge, in Saudi Arabia, to date, only one major study has assessed the demographic characteristics of patients with depression but not of other subtypes. [21] Therefore, the aim of the current study was to determine the sociodemographic characteristics of adult Saudi patients with different mood disorder subtypes, which would guide future interventional studies.
METHODS
This retrospective study analyzed the data of all adult Saudi patients diagnosed with a mood disorder and who attended the psychiatric outpatient clinic at King Fahd Hospital of the University (KFHU), Al Khobar, Saudi Arabia, between 1982 and 2011. KFHU is the only teaching hospital of the city and one of the largest Government hospitals in the Eastern Province of Saudi Arabia, and thus receives a substantial proportion of Saudi psychiatric patients from the area with varied demographic characteristics. Therefore, the sample size of this study is representative of the surrounding area's Saudi population. Patients were excluded if they were non-Saudi, <18 years of age, had inconclusive diagnosis or a psychiatric comorbidity. Major depressive disorder (depression), bipolar disorder, adjustment disorder and dysthymia were the four subtypes of mood disorder identified in the sample, and all eligible patients were categorized accordingly.
Data were analyzed using SPSS version 23 (IBM SPSS, Chicago, IL, USA). Descriptive statistics in the form of bar graphs were used to compare the sociodemographic characteristics of patients with mood disorder subtypes.
RESULTS

Overall sample characteristics
A total of 354 patients' data were analyzed, of which 340 patients met the inclusion criteria. The patients included were aged 18-90 years (mean ± standard deviation = 32 ± 0.4 years), with most being aged 18-30 years (42.4%). Further, 58% of the patients were females, 67.6% were married and 58.8% were unemployed [ Table 1 ]. Most of the unemployed patients were females (n = 164; 82%), of which the majority were housewives (n = 145; 88.4%). In contrast, of the 142 males included in the study, only 36 (25.4%) were unemployed. The employed males worked in a range of jobs, mainly nonmanagerial. In terms of the mood disorders, depression was the most common (n = 248), followed by bipolar disorder (n = 38), adjustment disorder (n = 31) and dysthymia (n = 23) [ Figure 1 ].
Mood disorder and demographic variables
Depression was the most common among females and those who were married and unemployed, a trend that was also observed in all other subtypes. In bipolar disorder, the youngest age group (18-30 years) had a significantly high representation (57.9%) compared with the rest of the study cohort (χ 2 = 4.8; P = 0.03). Unlike other subtypes, significantly more males than females had bipolar disorder (57.8%; P < 0.05) [ Figures 2 and 3] . The age range of depression was 18-90 years, with no preponderance toward any age group.
In the total study population, 78.3% of the married and 69.9% of unemployed patients had dysthymia. However, occupation or marital status was not significantly different from the rest of the sample (χ 2 = 0.94, P = 0.33; χ 2 = 1.27, P = 0.26), respectively. Similar to the results in depression, dysthymia and the total sample, the majority of patients with adjustment disorder were unemployed females. In addition, 97% of the adjustment disorder patients were aged <40 years, of which those aged <30 years accounted for more than half (55%) [ Figure 4 ].
DISCUSSION
The demographic profile and clinical manifestations of mood disorder subtypes can differ across regions, which can affect treatment responses. [6, 7] In Saudi Arabia, only few studies have reported on the sociodemographic characteristics of adult Saudi patients for different mood disorder subtypes, and have focussed mainly on depression. [20] To fill this gap in the literature, the current study reports the sociodemographic characteristics of adult Saudi patients with depression, bipolar disorder, adjustment disorder and dysthymia attending a teaching hospital in Saudi Arabia.
Among the four subtypes of mood disorders assessed in this study, major depressive disorder was the most common (73%), and it also included a wider range of age groups, which is in line with the global scenario. [20, 22] These findings are unsurprising given that depression is expected to become a leading cause of disease burden by 2030, [23] accounting for 40.5% of DALYs caused by mental and substance use disorders. [24] This also possibly explains the higher percentage of unemployment among the current study's sample. Some of the overall characteristics of this study group reflect the general characteristics of Saudi Arabia's community. For example, half of the patients were aged <30 years, which is in line with a median age of 26.4 years for the general Saudi population. [25] In addition, the majority of patients in the current study were females, married and unemployed, which is similar to that found in depression-related studies from Saudi Arabia. [20] The overall high rate of young individuals diagnosed with mood disorder is in agreement with other cohorts that examined patients' age in population-and clinical-based samples and suggested that 50%-75% of mental illnesses begin around the age of 14-24 years. [26] This is possibly because people are vulnerable in their older adolescence to young adulthood, as they face physiological changes due to experiencing major transitions in life during this period. [26] Further, this age group is easily influenced by psychosocial factors, thereby making them vulnerable to substance abuse and, in turn, predisposing them to mental illnesses. [27] The overall higher rate of unemployment in the study (42% unemployed) may reflect the well-established dysfunction and decreased productivity seen in relation to mental illness. [26] In addition, this high rate of unemployment is also representative of a large proportion of the females in the study being housewives, a common occurrence in Arab societies. Taking dysthymia as an example, the high percentage of females, who were mostly housewives, could be due to the mild but chronic nature of depression. This challenges the functional ability even more than other subtypes of mood disorder.
Several studies have highlighted an interrelatedness between mental illness and unemployment: while some have found mental illness to be a risk factor for unemployment, others have found unemployment to be a prospective risk factor for mental illness. [27] The latter studies presumed that employment plays a crucial role in an individual's mental well-being by providing financial independence and overall confidence, the lack of which may lead to mental illness. However, the current study is unable to validate these findings, as assessing these aspects was beyond its scope.
The current study cohort had a larger proportion of females than males. This is unsurprising because in mood disorders such as depression, several studies have shown a higher prevalence among women, and particularly young women. [15, 20] In fact, some studies have found that the prevalence of depression is almost twice more common in young females than males (aged 14-24 years); nevertheless, this difference decreases with increase in age. [28] This mood disorder-related gender discrepancy [29] may be because females are more sensitive to adversities in their surroundings than males or due to hormonal changes (e.g., postpartum and postmenopausal), rendering females prone to mood disorders such as depression.
In our study, more males than females were diagnosed with bipolar disorder. According to a systematic review by Dell'Aglio et al., [30] most similar studies did not find gender differences in terms of prevalence of bipolar disorder. Females tend to have a late onset of bipolar disorder compared with males; [31] our study predominantly had young females who could later develop bipolar disorder, and thus this study's gender prevalence findings can alter with time. Adjustment disorder was most common in patients who had been divorced; this is unsurprising given that adjustment disorder is a long-lasting strong reaction to a life stressor, such as divorce or financial conflicts.
To the best of the author's knowledge, this is the first study from Saudi Arabia assessing the sociodemographic profile of patients with not only bipolar or depressive disorders but also other subtypes of mood disorders. In addition, the study only included patients who had been diagnosed based on ICD-10 criteria and excluded all cases with inconclusive diagnosis, thereby limiting the possibility of bias.
Limitations and Recommendations
As with other record-based cross-sectional studies, testing the homogeneity of data is not possible because of the study's retrospective design. In addition, only Saudi nationals were included in this study, thereby limiting generalizability of the findings. However, it should be noted that the data were collected from a Government teaching hospital, in which, due to regulations, non-Saudis working in only the public sector are eligible for care; therefore, excluding non-Saudis minimized bias.
The sample size of the current study, while small, is comparable with that of similar studies. [31, 32] Further, although studied previously to some extent, assessing clinical characteristics such as ages at onset of illness and first hospitalization, number of episodes and suicidal risk in Saudi Arabia would provide a greater level of understanding a patient's profile and may assist in a more individualized clinical care.
The current study analyzed the data of all patients with mood disorders that met the inclusion criteria since KFHU opened in 1982 until the upgradation of mental health service initiated in 2011. The timeframe selected may be considered a limitation; for example, women's employment rates have massively increased in the very recent past, and thus this demographic data may have altered.
The author recommends more in-depth studies to ascertain the risk factors for mood disorder in the population of Saudi Arabia. Further studies with extended approach including information about patient's financial and social supports are important. In addition, although clinical characteristics such as age of patient at onset of illness and at first hospitalization, number of episodes and suicidal risk have previously been studied, these characteristics should be reassessed to provide a current understanding of patients' profile. This, in turn, may assist in providing patients with a personalized care approach, and thus improve therapy. [33] CONCLUSION This study found that among patients at KFHU, Al Khobar, Saudi Arabia, depression is the most common mood disorder and that most patients are females. In contrast, bipolar disorder is more common among males. Further in-depth studies that focus on profiling patients with mental illnesses may assist in developing effective screening programs for mental disorders.
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